Summary Eighty-three women, mean age 45 years, successfully treated by surgery (S) (Weijmer Schultz et al., 1991; Corney et al., 1993) . Outcome has generally been assessed in terms of the effect on sexual intercourse ignoring such potentially crucial intervening variables as the impact of the disease and treatment on the woman's emotional status and her relationship with her partner. In a pilot study (Van de Wiel et al., 1990) found that men experienced serious difficulties in supporting their partners through treatment for gynaecological cancer, as well as in their sexual relationship. Clearly more attention needs to be given to the wider needs of these patients and their partners.
Interest in the psychosocial morbidity associated with cancer has led to extensive study of patients experience of breast cancer but relatively little investigation of the impact of gynaecological malignancy although the diagnosis of genital cancer threatens not only the woman's survival but her self concept, body image, sexuality and reproductive capacity. In other malignancies the emphasis in quality of life research has been given to evaluating the outcome of palliative therapies but there is a need also to assess the quality of long term survival which may be compromised by persistent or late effects of treatment, by psychological reaction to having a life threatening illness and by the challenge of recovering premorbid lifestyle. The question then arises as to whether the current management of women treated for potentially curable gynaecological malignancy is adequate to promote optimal rehabilitation.
Of the gynaecological cancers cervical cancer is the most commonly studied from the psychosexual point of view. Published estimates of the incidence of sexual dysfunction following treatment for cervical cancer have ranged from 6-100% (Weijmar Schultz et al., 1991) . However there have been methodological problems which have made it difficult to compare data across studies. Many of the reports derive from uncontrolled retrospective studies of small samples of patients, heterogeneous with respect to disease site and stage, assessed using adhoc measures.
For patients with early stage disease surgery and radiotherapy offer comparable cure rates but there has been a dearth of randomised controlled trials to provide good data on the relative morbidity of the two procedures. Historically sexual dysfunction is held to be more common after radiotherapy (Seibel et al., 1982; Schover et al., 1989 ) but more recent studies show that women treated with radical surgery also experience sexual difficulties (Weijmer Schultz et al., 1991; Corney et al., 1993) . Outcome has generally been assessed in terms of the effect on sexual intercourse ignoring such potentially crucial intervening variables as the impact of the disease and treatment on the woman's emotional status and her relationship with her partner. In a pilot study (Van de Wiel et al., 1990) found that men experienced serious difficulties in supporting their partners through treatment for gynaecological cancer, as well as in their sexual relationship. Clearly more attention needs to be given to the wider needs of these patients and their partners.
Often the psychological concerns of cancer patients go undetected and unrelieved (Maguire, 1985) . Certainly it may be as difficult for cancer patients as for their doctors to open the discussion about sexual matters in a routine consultation (Auchincloss, 1989) . It has variously been suggested that improved information and counselling in routine care could enhance post treatment outcome (Capone et al., 1980; Auchincloss, 1989) and that for some patients psychotherapy is indicated (Bos-Branolte et al., 1987 (Spielberger et al., 1970) . (4) Beck Depression Inventory BDI (Beck & Beamesderfer, 1974 Seven RT patients reported bleeding after intercourse compared with one S patient; 11 RT patients had diarrhoea compared with three S patients; 14 RT patients had night sweats and 19 had difficulty sleeping compared respectively with six and ten S patients.
For the majority, these problems were not severe and there were no significant differences between treatment groups in urinary or other patient reported physical symptoms or in the total score obtained on the RSCL.
The most common complaints, reported by 40-50% of the total sample on the RSCL were persistent tiredness, lack of energy, depressed mood, weight gain and anxiety. Tiredness was moderate to severe for 33% of the women and 22% reported themselves moderately -very depressed on this scale. These complaints were not related to age, time since diagnosis or treatment.
Functional status
Only 40% of the sample have resumed their full premorbid range and level of activity. Twenty to 25% reported reduced performance in heavy housework, paid employment, leisure and social activity. Seven women had stopped work and 11 had reduced their hours and/or responsibilities in work outside the home. Thirteen women reported being more active than before, following their treatment. There was no significant difference between treatment groups and functional status did not vary with age or time since diagnosis.
Anxiety and depression
There was no significant difference in mean scores for trait anxiety, i.e. anxiety proneness, between this sample and normative data obtained from women in the general population (Knight et al., 1983) but patients did score significantly higher on the state measure, i.e. current anxiety, of the STAI (t = 2.95, df = 70, P < 0.01) (see Table 1 ).
The scores obtained by these women on the psychological distress subscale of the RSCL were comparable to those reported by the authors among female cancer patients receiving chemotherapy (de Haes et al., 1990 ) but tended to be higher than the mean scores they reported for disease free women (t = 1.70, df= 88, P>0.1) (see Table I ).
Thirty-three per cent of the women scored as depressed on the BDI (i.e. score >4) and 13% were moderately -severely depressed (i.e. score . 8).
There were no significant differences by treatment, age or time since diagnosis in any of these measures of mood disturbance.
Specific worries about cervical cancer
The most common worries endorsed by more than 25% of the sample are shown in Table II . The most common concerns were also the most serious. By far the greatest of these was the continuing fear of recurrent disease. No woman was free of worries related to cervical cancer and most had several concerns. Summing scores over 16 items gave a mean score of 11 (s.d. = 8) from a possible total of 48. (Table III) .
Sexual function
Sixty-one of the sample were sexually active at the time of the assessment. Relative to what they regarded as usual for them in the same relationship prior to the appearance of any symptoms of cervical cancer almost half reported deterioration in their sexual function. All phases of the sexual response cycle were affected and all the differences between premorbid and post treatment ratings were highly significant (P<0.005). There was a minority of women (7%) who reported an improvement in their sexual function following treatment.
Although radiotherapy treated patients initially appeared to have more sexual problems, adjusting for premorbid function and age a proportional odds multiple regression analysis demonstrated that the only significant differences between treatment groups were to be found in the experience of pain on intercourse and of enjoyment. Radiotherapy patients were significantly more likely to report pain and loss of sexual pleasure after treatment (Table IV) .
The women's ratings of their current difficulties in sexual function were highly correlated both with their total score for physical symptoms on the RSCL and with psychological distress scores ( Table V) .
The majority of these sexually active women (40/61) still considered their sexual relationship important although 26 of them experienced negative thoughts and emotions about sex- (Fiorica et al., 1990) but no significant differences were found in the prevalance of urinary complaints between the treatment modalities. Radiation damage to the bowel resulted in a higher prevalence of complaints of persistent diarrhoea in the RT treated group. The principal physical complaints of tiredness and lack of energy have been reported in other groups of cancer survivors (e.g. Fobair et al., 1986) . Although fatigue is recognised as a late radiation effect this is clearly inadequate to explain our data since no significant differences were observed between treatment groups. Women themselves informally mentioned hormonal factors and weight gain in connection with their lack of energy. No age differences were observed but it is relevant that 38% of the sample described sleeping difficulties. Psychological factors were highly correlated with subjectively reported physical complaints.
Although no more anxiety prone than a sample of women drawn from the general population (Knight et al., 1983 ) the women in this sample showed significantly more state i.e. current anxiety. Their scores on the psychological distress subscale of the RSCL were high compared with other groups of disease free female cancer patients off treatment (de Haes et al., 1990; Watson et al., 1992) . The prevalence of depressive disorders in the general population is quoted as 6% (Mermelstein & Lesko, 1993 (Auchincloss, 1989) . Increasing attention is being given to improving training in communication skills to this end (Fallowfield, 1991) . This point was underlined by the 60% of respondents in this study who found taking part in a single research interview therapeutic for them.
The indications for offering more specific counselling to women being treated for cervical cancer were recently argued by Corney et al. (1993) . Others (Capone et al., 1980; Cain et al., 1986; Schover et al., 1987) have claimed worthwhile results following a variety of brief intervention strategies. A recent survey of cancer counsellors found that under trained and unsupported staff were often overworked to provide ill defined counselling services the effectiveness of which was not evaluated (Fallowfield, 1991) . Our sample were not very enthusiastic about group support, perhaps because of the intimate nature of some of their concerns.
We have therefore sought more accurately to define the onset, course and duration of these womens concerns, in a prospective study which is now nearing completion. The results of both studies will inform the evaluation of a planned intervention. It seems likely that at least a proportion of post treatment morbidity can be reduced for these women. The challenge is to find the most cost effective means by which this can be achieved to give the patients the fullest functional benefit of potentially curative therapy.
